Injection site for sentinel lymph node in endometrial cancer
with the patient still awake during the procedure; (2) if we can say that a tracer injection via hysteroscopy its preferable in the case of focal endometrial lesion, when the tumor fills the majority of the uterine cavity, it's not easy to decide where to inject the dye in respect of the hypothesis that hysteroscopic injection "is effective in detecting lymphatic drainage of the tumor"; and (3) considering that the exclusive aortic migration can occur more frequently in the case of a fundal high grade tumor with a deep myometrial infiltration, is it really a commitment to standardize such a demanding technique for such a limited number of cases?
From our preliminary experience in this subset of select cases, and based on preoperative histology, the application of an integrated positron emission tomography/computed tomography/SLN algorithm [7] achieved excellent results. This strategy allows for staging of all cases and provides useful individualized information that may be a guide in deciding further therapy. Furthermore, the incidence of para-aortic metastasis in the presence of negative bilateral pelvic nodes in surgically staged endometrial cancer patients is 1% to 3% [8]. Considering the published series including more than 100 cases of endometrial cancer patients (6,858 evaluated patients), the overall rate of isolated aortic metastasis recorded was 1.7% (Table 1) [9-23]. Mariani et al. [24] already underlined the issue of a low incidence of isolated aortic metastasis in 2001 in a large series of endometrial cancer patients suggesting that the aortic involvement with a skipped pelvic route is probably a late and rare event.
Sentinel node mapping represents an acceptable valid approach for surgical staging of patients with apparently confined early stage endometrial cancer with normal-appearing nodes. Therefore, in the case of suspicious preoperative imaging or intraoperative findings, the nodes should be evaluated/biopsied as part of an extent-of-disease evaluation, consequently overriding the importance of SLN mapping. By applying a well-defined algorithm, the MSKCC group achieved a very low false-negative rate-likely below 5% [6] . Moreover, the detection of stage IIIC disease is high, particularly in the pelvis. In Injection site for sentinel lymph node in endometrial cancer absence of bilateral mapping a side-specific lymphadenectomy including the iliac and obturator nodes should be performed and this approach has been recently included in the National Comprehensive Cancer Network (NCCN) guidelines [25] . The detection of a stage IIIC2 disease may be higher if routine para-aortic lymphadenectomy is incorporated but the survival advantage of systematic aortic dissection in stage IIIC cases remains to be determined through a prospective trial not yet available.
In our opinion, the cervical injection still remains the easiest and most reproducible way to perform SLN mapping but at the same time, hysteroscopy injection in well skilled hands represents a valid alternative.
